Objective: This study aimed at investigating the effectiveness of cognitive-behavioral group therapy on guilt feeling among family caregivers of patients with Alzheimer's disease.
Introduction
ue to the increasing population of the elderly, an increasing incidence of Alzheimer's disease has been marked as a major health concern in the world. In 2006, about 27 million people worldwide were reported to be suffering from Alzheimer's disease, and this number is expected to quadruple by 2050 (Brookmeyer, Johnson, Ziegler, & Arrighi, 2007 ).
Alzheimer's disease is the most common type of dementia and is defined as a dysfunction in one or more cognitive domains that interferes with the occupational and social performance. Attention deficit, decisionmaking disorder, planning disorder, abstract thinking, semantic memory dysfunction, personality change, and delusions also exist in these patients (Pocnet, Rossier, Antonietti & von Gunten, 2013) . The individuals with Alzheimer's disease sometimes hold a cynical view of their caregivers and show hostile behaviors. It is often very stressful for the caregivers to provide these patients with care. As this disease progresses, patients face numerous problems of challenging management (Butcher, Hooley & Mineka, 2013) .
One of the consequences of long-term care is the creation of guilt feelings in caregivers. Several studies have been undertaken to evaluate the guilt feeling among the family caregivers of Alzheimer's patients. The findings of these studies (Brodaty & Donkin, 2009; Gonyea, Paris, & de Saxe Zerden, 2008; Croog, Burleson, Sudilovsky, & Baume, 2006) , were indicative of an existing high level of guilt that leads to increased care burden in the caregivers of patients with Alzheimer's disease.
The study of guilt feeling is an important and functional part of psychology and is known as a self-conscious emotion, which is found in social communication. Guilt feeling will increase as a result of worries and concerns about others, the self, and the undertaken actions. It is an emotion associated with self-blame and the need for punishment and is defined as a violation of the norms and values that have been inherited to us by our ancestors (Egan, Wade, & Shafran, 2011) .
In their study, Bruno et al. (2009) have pointed out that guilt feeling is a maladaptive emotion that is not corrected easily and produces stress, inhibition, and severe psychological trauma to people. Based on his own research findings, Beck has argued that guilt feeling is a stronger index for predicting the incidence of intrusive thoughts and impulses in comparison with anxiety and depression (Beck, 1967) .
Due to the devastating effects of guilt feeling on people's mental health, the use of intervention and treatment is necessary. Inter-ventional programs are likely to reach success if they are founded upon theory and research support. In relation to adults, this type of intervention can be presented based on cognitive-behavioral approach (Seligman, Schulman, & Tryon, 2007) . Emphasis on the identification of false, negative, extreme, and unrealistic beliefs is effective in patients' emotions and behaviors; and the modification of these underlying beliefs will be possible by using cognitive-behavioral group techniques (Bieling, McCabe, & Antony, 2006) . Few studies have been carried out on the impact of cognitive-behavioral group therapy on guilt feeling in different statistical populations. The findings of these studies (Ikeda, Hayashi & Kamibeppu, 2014; Hedman, Ström, Stünkel, & Mörtberg, 2013; Karlin et al. 2012) reported the effectiveness of cognitive-behavioral group therapy on guilt feeling. Unfortunately, there is a paucity of research on the impact of treatment on guilt feeling. Thus, the present study was carried out to contribute to this research gap. Research has shown that guilt feeling is highly seen in caregivers of Alzheimer's patients and leads to the incidence of increased burden of care, stress, anxiety and depression in them. This study aimed to assess the effectiveness of cognitive-behavioral group therapy on the overall guilt feeling among family caregivers of patients with Alzheimer's disease.
Methods
This research was a quasi-experimental study, in which the pre-test and post-test control group design was employed. The target population of this study consisted of the female family caregivers of the Alzheimer's patients who were referred to the Alzheimer's Association of Iran (located in Tehran) in 2012. The sample size of 16 participants for each group (control and experimental groups) was found to be suitable through Cohen's formula. In addition, considering an effect size equivalent to α=5% and 0.6 and a test power equivalent to 91, the sample size was calculated. Thus, a total of 32 participants were considered for the study.
For sample selection, the available caregivers who volunteered to attend the therapy sessions completed the questionnaire. Among these respondents, 32 subjects who had responded to the questionnaire well and had satisfied the inclusion criteria were selected as the sample units. Then, they were randomly assigned to the experimental group (under cognitive-behavioral group therapy) and control group in equal numbers. The participants signed the informed consent to participate in the research, and they were ensured that their information would be kept strictly confidential and that the results of the study would be released in the form of general conclusions and statistics. In addition, it was decided that the control group would participate in the course of cognitive-behavioral group therapy after the end of the present study.
The inclusion criteria were as follows: 1) The participants were required to be the family and relatives who are the caregivers of Alzheimer's patients. 2) Female gender of the caregiver (The findings of few other studies (Losada, Márquez-González, Peñacoba, & Romero-Moreno, 2010; Croog, Burleson, Sudilovsky, & Baume, 2006; Mahoney, Regan, Katona, & Livingston, 2005; McConaghy & Caltabiano, 2005) showed that women encompass a greater percentage of the population of family caregivers of Alzheimer's patients; similarly, the psychological side effects caused by the burden of caring in women is higher than that in men).
3) The participants were required to hold at least the education degree of junior high school (due to the active and participatory nature of cognitive-behavioral therapy and the fulfillment of daily assignments, some level of individuals' ability is required to identify thoughts and emotions and perceive the cognitive-behavioral approach). 4) The individuals should not have suffered from any mental illness before the start of the caregiving.
The researcher constructed a guilt feeling questionnaire that was used to assess the overall guilt feeling. This questionnaire has been developed and validated by Alavi (2006) and contains 38 items. It evaluates guilt feeling in two subscales, namely pathologic guilt feeling and nonpathologic guilt feeling. Scoring method: The questionnaire items were scored based on a five-point Likert scale (strongly agree, agree, neutral, disagree, and strongly disagree). Scoring was done in such a way that the five alternatives (strongly agree, agree, neutral, disagree, and strongly disagree) were assigned 5, 4, 3, 2, and 1 scores, respectively for the sentences in line with the question's objective. In this questionnaire, the questions numbered 37, 4, 5, 8, 11, 14, 17, 18, 20, 24, 27, 31 , and 2 were nonaligned and the other questions were aligned. The score of 125 represented the maximum pathologic guilt feeling while the score of 50 represented the absence of any pathologic guilt feeling. Cronbach's alpha coefficient of this questionnaire equaled 0.75, which represented its stability and internal consistency.
Caregiver Guilt Questionnaire (CGQ) was used to assess guilt feeling among the caregivers. This is a researcher-constructed questionnaire rooted in Salkovskis's cognitive theory, and its main focus was on the impact of caregivers' excessive sense of responsibility. Salkovskis believed that the maladaptive schema of excessive responsibility in patients acts as a continuing factor of the vicious circle disorder. Guilt feeling and sense of responsibility are experienced together and the people who feel responsible because of their negative thoughts or for the non-prevention of the damage associated with these thoughts are likely to experience feelings of guilt for holding such thoughts (Salkovskis, 1989 ).
The scale contains 22 items and three subscales, namely caregiver's guilt about the care recipient, caregiver's guilt about other family members, and guilt about selfcare. The items numbered 1, 4, 5, 6, 7, 8, 9, 10, 12, 13, 14, 17 , and 20 represent the subscale of caregiver's guilt about the care recipient. In addition, the items numbered 2, 15, 16, 18, and 19 represent the subscale of caregiver's guilt about other family members. Finally, the items numbered 3, 11, 21, and 22 represent the subscale of guilt about self-care.
The above-mentioned questionnaire has been developed based on a Likert scale such that each participant should select an alternative from one of the five options, namely always, often, sometimes, hardly, and never. Scoring is done in such a way that the alternatives, i.e., always, often, sometimes, hardly, and never, are assigned 5, 4, 3, 2, and 1 scores, respectively, for the sentences in line with the question's objective. In this questionnaire, the items numbered 3, 6, 11, and 22 are non-aligned and the other items are in line with the question's objective. In CGP, the scores 110 and 34 were the maximum and minimum possible scores of the scale, respectively. The score 34 indicated the absence of caregiver guilt. For the assessment of the validity of the scale, the face validity and content validity of the scale were found to be acceptable using the opinions of some relevant specialists and experts.
Cronbach's alpha coefficient was used to calculate the reliability of the questionnaire. It is noteworthy that the Cronbach's alpha coefficient of the questionnaire was calculated after the collection of 30 questionnaires that had been randomly distributed among the caregivers. This coefficient was found to be 0.77, which indicated the stability and internal consistency of the questionnaire. A researcher constructed a demographic questionnaire that was used in order to obtain the individual information of the participants.
The participants responded to guilt-related questionnaires before the initiation of the treatment (pre-test). Then, the caregivers in the control and experimental groups were asked to respond to guilt scales after the passage of five months from the start of the therapeutic sessions (post-test). The quasi-experimental intervention of cognitive-behavioral group therapy was applied to the experimental group for fourteen 180-minute sessions in the center of Tehran Alzheimer's Association while the control group received no intervention. The researcher constructed cognitive-behavioral therapy that was used in all treatment processes. It was noteworthy that two members of each group resigned from participation in the sessions for personal reasons during the therapy sessions. The researcher constructed cognitive-behavioral group therapy sessions for the caregivers in the experimental group as follows: First session: It contained the following: acquaintance with the members and the statement of the rationale and objectives of the training sessions, description of Alzheimer's disease and its impact on the caregivers' lifestyle in the form of chronic stress, discussion on the roots and internal and external factors causing stress, and explanation of the guilt feeling as an internal cause of failure and a stressor to the members.
Second session: The members became familiar with how to understand their own issues, five aspects of life experiences were described to them, and then, the members filled out worksheets on the perception of their own issues after practicing the understanding of their issues.
Third session: The relationship of thoughts with feelings, behavior, and physical reactions was explained to the members. Then, the members began to fill out the worksheets in this relation.
Fourth session: The members became familiar with how to detect and grade mood states; and some practices were relevantly presented in the groups.
Fifth session: The methods of recognizing extreme and unrealistic thoughts were taught to the caregivers, as well as the cognitive errors and their role in the production of guilt feelings.
Sixth session: It was taught how to reappraise thoughts and challenge cognitive thoughts and deviations, especially all-or-nothing thoughts. Extreme generalization and mind reading were also talked about as solutions to challenge irrational thoughts of people. Later in this session, the members completed the relevant worksheets.
Seventh session: The advantages and disadvantages of perfectionist thoughts and fight with musts and absolutism were explained. In the end, the members filled out the related worksheets.
Eighth session: They were taught how to overcome the guilt feeling via the assessment of the severity of behaviors, determination of personal responsibility, and practice of responsibility pie charts.
Ninth session: Problem-solving methods and appropriate responses to the patient's maladaptive behavior were discussed. Then, the members discussed and exchanged their experiences in this field.
Tenth session: Anger perception and management were taught and the group members taught each other the suitable approaches to anger management in the caregiving process.
Eleventh session: Time management was taught with the emphasis on goal setting, daily to-do list, nursing responsibilities in regard to patients, spending time with family and friends, leisure and office tasks, prioritization based on importance and urgency, self-care and behavioral activation, and weekly planning on the barriers to time management.
Twelfth session: The following themes were the major focus of this session: the clarification of values and prioritization of these values in the past, present, and future for the group members; teaching of communication skills and assertiveness through completion of worksheets and explanation of rights charter to the members; and the use of problem-solving techniques in the face of conflicts (finding practical solutions, role-play games).
Thirteenth Session: The variety of social supports and understanding of their benefits were explained, and the personal resources and community resources were also discussed with the aim of the group's understanding of the importance of the social resources that constructively assist the individual in sadness, progress, etc.
Fourteenth session: This session included an overview and practice of the skills learned in previous sessions.
Results
The data in this study were analyzed using SPSS18 software via descriptive statistics (central and dispersion indexes such as mean and standard deviation as well as graphs and data tables) and inferential statistics (ANCO-VA and MANCOVA).
According to the figures in Table 1 , the mean scores of caregiver guilt and overall guilt were different between the pre-test and post-test in the experimental group. In fact, the participants' scores in the experimental group were found to be reduced in the post-test after the implementation of the treatment. In the control group, the mean scores of guilt subscales were close to each other in the two stages, before and after implementation of the treatment. This indicates that there is no significant difference between the pre-test and post-test scores of the participants in this regard. Table 2 shows that all the four tests are significant at the significance level of 0.01. Therefore, the multivariate effect of the experimental and control groups have been significant on the interaction between the variables and guilt components. In Table 3 , analysis of covariance was used separately to compare the experimental and control groups in terms of caregiver guilt, overall guilt, and its components, i.e., pathologic and nonpathologic guilt feeling. According to the tabular data, it is concluded that there has been a significant difference between the control and experimental groups in all four components separately. Hence, it can be concluded that cognitive-behavioral group therapy has exerted a significant effect on the reduction of overall guilt feeling and caregiver guilt.
Discussion
The results of different studies showed that there are high levels of guilt feeling among family caregivers of Alzheimer's patients. However, only a few studies, if any, have attempted to decrease the guilt level in family caregivers of Alzheimer's patients. Accordingly, this study was conducted for the first time with the aim of investigating the effectiveness of cognitive-behavioral group therapy in the overall guilt feeling and caregiver guilt among family caregivers of Alzheimer's patients.
The obtained findings showed that cognitive-behavioral group therapy has a significant impact on reducing the symptoms of overall guilt feeling and caregiver guilt feeling. These findings of the present study are partly in consistent with the findings of the studies conducted by Ikeda et al. (2014) , Karlin et al. (2013) , Hedman et al. (2013) , and Karlin et al. (2012) . To explain these findings, one can refer to various reasons, one of which is the beneficial effects of group therapy. Group therapy helps people learn effective social skills and then test their learned techniques on other group members. They feel comfortable and confident when they observe other individuals' problems that are similar to or even more severe than their own problems (Sharf, 2015) .
Another reason accounting for this finding is the consideration of the role of the used cognitive and behavioral strategies because the cognitive approach acknowledges that stressful situations often continue by biased and extremist thoughts and are intensified by distortions in data processing. This approach is based on the belief that people pay attention to the data consistent with their own previous convictions in a selective fashion (Leahy, 2017) .
To overcome guilt feeling does not mean that any negative emotions should not be at play when something is not right, but it means that a great amount of responsibility should be accepted. In this study, it was attempted to identify irrational and dysfunctional thoughts that provoke feelings of guilt. In addition, the caregivers gained insight into the role of these thoughts and tried to replace them with rational thoughts via cooperation. This is feasible with the assessment of the severity of behaviors, determination of the level of personal responsibility, and the behavioral strategies used in this study such as time management skills, anger management, and assertion (Antoni, Ironson & Schneiderman, 2007) .
The modification of cognitive assessments and the exercises presented for the integration of learned techniques with real life situations could lead to the mitigation of guilt feeling in caregivers. Since the self is responsible for negative consequences and the self-attributions of permanent, common, and continuous responsibility lie within the individual, the guilt feeling arising from the sense of responsibility has several negative consequences (Seligman, 1990) . Health psychology is aimed at preventing the incidence of mental disorders, diagnosis and early treatment, and assist the problems caused by mental disorders in a wide range (Sappington, 1989) .
Given the positive results of cognitive-behavioral group therapy in this research, it is possible to make use of caregivers in Alzheimer's associations in order to overcome feelings of guilt and prevent more extensive damage. The modification of cognitive assessment and the provided training towards the integration of learned techniques with real life situations could lead to reduced guilt feeling in caregivers.
Finally, it is pointed out that although the present approach is effective based on research findings, discretion should be exercised in the generalization of these results to men and other parts of the country due to the assignment of the sample group solely to females in this study and considering the study location as well. The unavailability of follow-up phase due to time constraints was another limitation of this study. Therefore, it is recommended that comparative studies between male and female family caregivers be conducted on larger samples in other regions of the country with the inclusion of the follow-up phase. In this way, a higher degree of generalizability of the results can be ensured.
